PET/CT demonstrating isolated drive line infection -A 79 year old with non-ischemic cardiomyopathy status post destination therapy with left ventricular assist device, presented multiple times in the year following device placement with hypotension, fever, chills, leukocytosis and abdominal pain. 2D cardiac echo and CT abdomen/pelvis with contrast were performed but no source of infection was identified. After 8 months of treatment failure with escalating intravenous antibiotics, whole body 18 FDG-PET/CT demonstrated increased activity diffusely along the drive line (blue arrows). Notice the absence of FDG uptake within or surrounding the main LVAD pump (white arrow) on planar or fused images. These two findings in conjunction are consistent with isolated drive line infection of the LVAD device. There is a high prevalence of device-related infections in LVAD patients [1] with sepsis being the leading complication in this population [2] and accounting for more than twice the number of deaths compared to device failure [3] . Infection typically involves the driveline which connects the LVAD pump to its external power source and can present clinically with fever, chills, leukocytosis, erythema and purulent drainage at the exit site [4] . Less commonly, infection can extend up to the subcutaneous recess where the LVAD pump is housed leading to pump pocket infection, in which case deep tissue tenderness may also be present [5] . Anatomic imaging (CT, Ultrasound) is sensitive in identifying fluid collections, if any, associated with the infection site. However there is evidence that scintigraphy is more sensitive in identifying and localizing infection, especially early on in its course [6] . This case illustrates the utility of physiologic imaging with PET/CT to diagnose and localize LVAD drive line infection even in the setting of persistent negative anatomic imaging and associated rare complication of colonic erosion with the drive line.
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